I am surprised that both Suvarna and Kay's paper on workload measurement in histopathology 1 and Furness' subsequent commentary 2 do not refer to North American reports on this subject. A formal method of assessing physician workload and value has been developed in the USA from 1988 onwards and is now in widespread use for billing.
The basis of the system has been published in detail. 3 The system uses a relative value unit (RVU) for comparing the "physician value" of diVerent activities. The value includes: time taken; mental eVort and judgement; technical skill and physical effort; and psychological stress. Relative values are assigned to a service by asking a sample of practitioners to rate the value of the service in relation to a reference service. It has been shown to be reproducible and valid. Relative value scales have been developed for pathology 4 and are published in the Federal Register. 5 The services and procedures are defined in the American Medical Association's Current procedural terminology. 6 As an illustration, using the limited published data on individual workload 7 and making reasonable assumptions, an eYcient whole time equivalent pathologist working 44 weeks a year, seven laboratory sessions a week (three sessions for meetings, audit, management and research) might "earn" about 4500 RVUs per annum. This equates to: Either: 4286 FNAs or:
10 714 pathologist interpretations of cervical cytology or:
1974 large resections, for example bowel, prostate, or lung for neoplasm or: 6000 biopsy specimens of colon, stomach, or prostate or: 20 455 appendices or gallbladders or:
34 615 vas or fallopian tubes from sterilisations.
[Note: the unit of service is the specimen and extra credit is given for special stains.]
Accurate measurement of workload is important to determine departmental resources, for internal departmental allocation of work, and to asses the likely impact of service developments. It may become even more important in the near future when the manpower planning failures of the last few years lead to short staVed departments and gross discrepancies between individual workloads. This situation will doubtless lead to demands for redistribution of work and/or remuneration; these potential disputes can only be solved fairly if there is an accepted way of measuring workload. The RVU system seems fair and should be easy to apply and to audit. It is consistent, has been validated, and is under regular review. There is every good reason to introduce it to the United Kingdom as a way of measuring workload in histology and cytopathology. 
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Authors' response
We are grateful for the response from Dr GriYths and his illustration of an alternate methodology of calculating histopathologists' workload. The resource based relative value is derived from an assessment of time and intensity of work with practice cost and opportunity cost factors (training, and so on). 1 2 In broad terms it parallels the Korner unit (KU) in attributing work to case/ diagnosis and has been tried in some centres. 3 We chose to limit ourselves to commony used UK units of measurement in our paper since these are used to justify funding and service provision plans. We consider we have illustrated the limitations of the Welcan, KU, and case load number assessment (as suggested by the Royal College of Pathologists). We feel there is merit in a simple system providing a more interactive assessment of histopathologists' activity and consider that the KU figures can be altered progressively as reporting standards change, to reflect the alteration in workload. Nevertheless, the RBRV mthodology deserves comparison.
The limitations of the RBRV model include the arbitrary grouping of snomed codes together, lack of necropsy work assessment, and lack of specific time allocation to whole session activities (for example, research). However, if we use Dr GriYths' examples of an "average" histopathologist we can see the ratios of work assessment are similar for KUs and RVUs (table) .
We do not believe that anyone could seriously imagine a workload of pure appendices/colons/cytology/vasa as above. Do just over 2 FNA samples equate to 1 colectomy, or do 3 vasectomy samples equate to 1 hemicolectomy, using the RVU or KU respectively? We imagine not, but if nothing else it serves to illustrate the need for workloads to be seriously addressed if funded service provision is to go forwards. There is an increasing trend for standardised dissection and reporting across the UK. The Royal College of Pathologists' workload numbers of 4000 and 2500 specimens, for district general and teaching hospitals, are clearly arbitrary and of little relevance. These figures may reflect the RCPath committee members' lack of experience of work outside teaching environments. That Welcans and Korners have limitations is also evident. To expect that KUs would be accepted across the country "as the best thing since sliced bread" would be naive, but whether we proceed with KUs, RVUs, or another system, the problem is going to have to be addressed soon. Ideally this will involve all histopathologists across the UK. 
Chlamydia pneumoniae and atherosclerosis
In their leader article, 1 Taylor-Robinson and Thomas cogently discussed the association of C pneumoniae and atherosclerosis and examined whether C pneumoniae infection is specific for arteries and atheroma. We agree that current evidence suggests that it is not. In fact, C pneumoniae has been associated with several diseases, among which the only common factor seems to be the presence of diseased tissue (table) . The authors also discussed how future studies should be designed to investigate its role in atherosclerosis. We agree that although pathological studies have demonstrated the presence of C pneumoniae in atherosclerotic vessels, they can never show whether infection precedes or follows its development. Animal studies and antibiotic intervention trials are therefore required to prove that C pneumoniae is clinically important. However, the concern is that in some populations the prevalence of chronic active C pneumoniae infection may be too low to enable unselective trials to show an eVect where in fact one may exist. Furthermore, for reasons of appropriate prescribing alone, antibiotics should only be given to subjects in whom there is good reason to believe there is current C pneumoniae infection, especially if, as has been suggested, treatment may need to be for prolonged periods of up to a year.
2 Future research should therefore include eVorts to determine how infected individuals can be rapidly identified. We believe serology is inadequate. Specific tests of current infection, such as probing for C pneumoniae DNA in blood or monocytes need urgently to be validated.
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Hospital, Southampton SO16 6YD, UK and to a lesser extent with sarcoidosis 1 is a reasonable proposition. However, as the microorganism is to be found in peripheral blood mononuclear cells of a substantial proportion of individuals with and without cardiovascular disease, 2 it is possible for it to lodge just about anywhere in the body and all sorts of relations with disease might be imagined, many perhaps turning out to be spurious. Indeed, is it reasonable to list rheumatoid arthritis and Alzheimer dementia in the same context as atherosclerosis? We think not. There is some evidence, which certainly needs to be substantiated, for an association between C pneumoniae and the HLA-B27 positive spondyloarthropathy subgroup of juvenile chronic arthritis, 3 but we are aware of only a single report of C pneumoniae in one adult with rheumatoid arthritis. 4 Furthermore, while there is a report of this microorganism being found in brain tissue of patients with Alzheimer disease, 5 is a single, unconfirmed report sufficient to talk in terms of an association that means anything? While it is feasible, it would, nevertheless, be startling if future research showed that this single microorganism was responsible for so many diverse diseases. Receipt of manuscripts will be acknowledged by the editorial oYce. Submission of a paper will be held to imply that it contains original work not being oVered elsewhere or published previously. Manuscripts should be prepared in accordance with the Vancouver style.
1 The Editor retains the right to shorten the article or make changes to conform with style and to improve clarity. All authors must sign the copyright form after acceptance. Failure to adhere to any of these instructions may result in delay in processing the manuscript and it may be returned to the authors for correction before being submitted to a referee.
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